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North Canton City Council
Finance and Property Committee

ORDINANCE 76 - 2020

An ordinance authorizing the Director of Administration of the City of North Canton to 
advertise and receive bids, according to specifications established by the Department of 
Administration and authorizing the Mayor, upon Board of Control approval, to enter into contracts
for the completion of those projects and purchases over $50,000.00 and budgeted for in the 2021 
Annual budget as adopted by ordinance 66-2020.

WHEREAS, the City of North Canton has appropriated money for all of the projects and 
major purchases listed below in ordinance 66-2020; and

WHEREAS, City Council wishes to authorize the award of contracts in accordance with 
the City Charter Section 4.05.

NOW, THEREFORE, BE IT ORDAINED BY THE COUNCIL OF THE CITY OF NORTH 
CANTON, COUNTY OF STARK, AND STATE OF OHIO:

Section 1. That the Director of Administration of the City of North Canton, be, and is hereby 
authorized to advertise and receive bids according to specifications established by 
the Department of Administration for the following projects and major purchases 
at costs not to exceed those listed:
a. 3 Police Patrol Vehicles with Equipment $   170,000.00
b. City Hall Lobby / Finance Rennovation Project $   150,000.00
c. 50th Street SE Project $     60,000.00
d. Portage Corridor Project $     70,000.00
e. Charlotte Street NW additional lane $   600,000.00
f. North Main Street Resurfacing Project $1,068,000.00
g. Sealent for Price Park Walking Path $     50,000.00
h. Well and High Service Repairs $   100,000.00
i. Water Treatment Plant parking lot paving $   140,000.00
j. Sludge Lagoon Cleaning Contract $   250,000.00
k. Drilling of New Well at Oster Well Field $   200,000.00
l. Water Treatment Plant Chloride Removal System $   200,000.00
m. Canton-Akron Airport Water Distribution Booster Station $   450,000.00
n. Monticello Water Distribution Booster Station Design $     50,000.00

Section 2. That the Mayor, upon Board of Control approval, be, and is hereby authorized to 
enter into contracts for all those projects, and major purchases described above, at 
costs not to exceed those listed above.

Section 3. That if a provision of this ordinance is or becomes illegal, invalid, or unenforceable, 
it shall not affect the validity or enforceability of any other provision of this 
ordinance.

Section 4. That this ordinance shall take effect and be in full force from and after the earliest 
period allowed by law.

Passed in Council this __________ day of ___________________ 2020.

Attest: _______________________________
Benjamin R. Young, Clerk of Council

_____________________ Signed on: _____________________
Stephan B. Wilder, Mayor
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North Canton City Council
Finance and Property Committee

ORDINANCE 79 - 2020

An ordinance authorizing the Director of Administration of the City of North Canton to 
advertise and receive bids, according to specifications established by the Department of 
Administration and authorizing the Mayor, upon Board of Control approval, to enter into contracts
for the completion of those projects and purchases over $50,000.00, budgeted for in the 2021 
Annual budget as adopted by ordinance 66-2020, and pertaining to Arrowhead Golf and Event 
Center.

WHEREAS, the City of North Canton has appropriated money for all of the projects and 
major purchases listed below in ordinance 66-2020; and

WHEREAS, City Council wishes to authorize the award of contracts in accordance with 
the City Charter Section 4.05.

NOW, THEREFORE, BE IT ORDAINED BY THE COUNCIL OF THE CITY OF NORTH 
CANTON, COUNTY OF STARK, AND STATE OF OHIO:

Section 1. That the Director of Administration of the City of North Canton, be, and is hereby 
authorized to advertise and receive bids according to specifications established by 
the Department of Administration for the following projects and major purchases 
at costs not to exceed those listed:
a. Arrowhead Kitchen and Bar Renovations $    53,000.00
b. Arrowhead Pickleball Court Installation $     85,000.00
c. Arrowhead Pro-Shop and Pool Entrance Relocations $    60,000.00

Section 2. That the Mayor, upon Board of Control approval, be, and is hereby authorized to 
enter into contracts for all those projects, and major purchases described above, at 
costs not to exceed those listed above.

Section 3. That if a provision of this ordinance is or becomes illegal, invalid, or unenforceable, 
it shall not affect the validity or enforceability of any other provision of this 
ordinance.

Section 4. That this ordinance shall take effect and be in full force from and after the earliest 
period allowed by law.

Passed in Council this __________ day of ___________________ 2020.

Attest: _______________________________
Benjamin R. Young, Clerk of Council

_____________________ Signed on: _____________________
Stephan B. Wilder, Mayor
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North Canton City Council
Personnel and Safety

RESOLUTION 01 - 2021

A resolution approving the collective bargaining agreement between the City of North 
Canton and the Fraternal Order of Police (“FOP”), Ohio Labor Council, Inc. (Police Lieutenants 
and Sergeants) as negotiated by the Department of Administration, and declaring the same to be 
an emergency.

WHEREAS, the Department of Administration has completed negotiations with the  
Fraternal Order of Police (“FOP”), Ohio Labor Council, Inc. (Police Lieutenants and Sergeants)
for a collective bargaining agreement to commence at 12:00am January 1, 2021, and expire at 
11:59pm on December 31, 2023, and

WHEREAS, Ohio Revised Code 4117.10(B) requires the approval of City Council for the 
use of funds necessary to implement a collective bargaining agreement and for the approval of any 
other matter which may by local law require legislative approval, and

WHEREAS, City Council may either accept or reject the agreement in its entirety, but is 
not empowered to amend or further negotiate the agreement or any provision thereof.

NOW, THEREFORE, BE IT RESOLVED BY THE COUNCIL OF THE CITY OF NORTH 
CANTON, COUNTY OF STARK, AND STATE OF OHIO:

Section 1. That City Council of the City of North Canton does hereby accept and approve the 
collective bargaining agreement between the City of North Canton and the Fraternal 
Order of Police (“FOP”), Ohio Labor Council, Inc. (Police Lieutenants and 
Sergeants) as negotiated by the Department of Administration and attached hereto 
as “Exhibit A”.

Section 2. That the Director of Administration has the approval of City Council to expend 
funds as necessary to implement this agreement as previously appropriated by 
Ordinance 66-2020.

Section 3. That if a provision of this resolution is or becomes illegal, invalid, or unenforceable, 
it shall not affect the validity or enforceability of any other provision of this 
resolution.

Section 4. That this resolution is hereby declared to be an emergency measure necessary for 
the preservation of the health, safety, and peace of the City of North Canton; and;
further necessary for the timely implementation of the collective bargaining 
agreement described herein, wherefore, provided it receives the affirmative vote of 
six or more members of Council elected thereto, this resolution shall take effect and 
be in full force upon its adoption by Council, together with the Mayor’s approval.  
Otherwise, it shall take effect and be in force from and after the earliest period 
allowed by law.

Passed in Council this __________ day of ___________________ 2020.

Attest: _______________________________
Benjamin R. Young, Clerk of Council

_____________________ Signed on: _____________________
Stephan B. Wilder, Mayor
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4.02 The initiation fees, dues or assessments so deducted shall be in the amounts 
established by the FOP-OLC from time to time in accordance with its Constitution 
and Bylaws. The FOP-OLC shall certify to the Employer the amounts due and owing 
from the employees involved. 
 
4.03 The Employer shall deduct dues, initiation fees or assessments from the first 
pay in each calendar month. If an employee has no pay due on that pay date, such 
amounts shall be deducted from the next or subsequent pay. 
 
4.04 A check in the amount of the total dues withheld from these employees 
authorizing a dues deduction shall be tendered to the Treasurer of the FOP-OLC 
within thirty (30) days from the date of making said deductions. 
 
4.05 The FOP-OLC hereby agrees to hold the Employer harmless from any and all 
liabilities or damages which may arise from the performance of its obligations under 
this Article, and the FOP-OLC shall indemnify the Employer for any such liabilities or 
damages that may arise. 
 
ARTICLE 5 - MANAGEMENT RIGHTS 
5.01 The Employer reserves all of the rights it had prior to entering into this 
Agreement and unless specifically modified or delegated away in the express written 
provisions of this Agreement, such rights shall include, but not be limited to the 
following: 
 

a. Determine matters of inherent managerial policy, which includes, but are 
not limited to areas of discretion or policy such as the functions and 
programs of the public Employer, standards of services, its overall budget, 
utilization of technology, and organizational structure; 
 
b. Direct, supervise, evaluate, or hire employees; 
 
c. Maintain and improve the efficiency and effectiveness of Governmental 
operations; 
 
d. Determine the overall methods, process, means, or personnel by which 
governmental operations are to be conducted; 
 
e. Suspend, discipline, demote, or discharge for just cause, or layoff, 
transfer, assign, schedule, promote, or retain employees; 
 
f. Determine the adequacy of the workforce;  
 
g. Determine the overall mission of the Employer as a unit of government; 
 
h. Effectively manage the workforce; 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 12/01/2020-  11/30/2021
City of North Canton : PPO Plan Coverage for:  Single or Family | Plan Type:  PPO

Page 1 of 6
105820001
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost
for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 800-540-2583.  For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.  You can view
the Glossary at MedMutual.com/SBC or call 800-540-2583 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible?

$500/single,$1,000/family Network
$500/single,$1,000/family Non-Network

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their
own individual deductible until the total amount of deductible expenses paid by all family members
meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Certain preventive care and all
services with copayments are
covered and paid by the plan before
you meet your deductible.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles
for specific services?

No You don’t have to meet deductibles for specific services.

What is the out-of-pocket limit
for this plan?

$2,000/single,$4,000/family Network
$3,500/single,$7,000/family
Non-Network 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Cost sharing for prescription drugs,
premiums, balance-billed charges and
health care this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you use a
network provider?

Yes, See MedMutual.com/SBC or call
800-540-2583   for a list of participating
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No You can see the specialist you choose without a referral.
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All coinsurance costs shown in this chart are after your  deductible has been met, if a deductible applies. Services with copayments are covered before you meet
your deductible, unless otherwise specified.

Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you visit a health care
provider's office or clinic

Primary care visit to treat an injury or
illness

$25 copay/visit 30% coinsurance None

Specialist visit $25 copay/visit 30% coinsurance None

Preventive care/ screening/
immunization

No charge 30% coinsurance You may have to pay for services
that aren't preventive. Ask your
provider if the services you need are
preventive. Then check what your
plan will pay for.

If you have a test Diagnostic test (x-ray) No charge 30% coinsurance None

Diagnostic test (blood work) No charge 30% coinsurance None

Imaging (CT/PET scans, MRIs) No charge 30% coinsurance None

If you need drugs to treat your
illness or condition

More information about
prescription drug
coverage  is available at
MedMutual.com/SBC

Drug Out of Pocket Limit - Single $4,350 Does Not Apply None

Drug Out of Pocket Limit - Family $8,700 Does Not Apply None

Generic copay - retail Tier 1 20% coinsurance, $10
minimum

Does Not Apply Covers up to a 30-day supply.

Generic copay - home delivery Tier 1 $27 Does Not Apply Covers up to a 90-day supply.

Preferred brand copay - retail Tier 2 30% coinsurance, $20
minimum

Does Not Apply Covers up to a 30-day supply.

Preferred brand copay - home delivery
Tier 2

$48 Does Not Apply Covers up to a 90-day supply.

Non-preferred brand copay - retail Tier
3

50% coinsurance, $45
minimum

Does Not Apply Covers up to a 30-day supply.

Non-preferred brand copay - home
delivery Tier 3

$95 Does Not Apply Covers up to a 90-day supply.

Specialty drugs Applicable drug tier copay
applies

Does Not Apply None
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Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you have outpatient surgery Facility fee (e.g., ambulatory surgery
center)

10% coinsurance 30% coinsurance None

Physician/surgeon fees (Outpatient) $25 copay/visit at
Physician; 10%
coinsurance for all other
places after deductible

30% coinsurance None

If you need immediate medical
attention

Emergency room care 10% coinsurance None

Emergency medical transportation 10% coinsurance None

Urgent care 10% coinsurance 30% coinsurance None

If you have a hospital stay Facility fee (e.g., hospital room) 10% coinsurance 30% coinsurance None

Physician/ surgeon fee (inpatient) 10% coinsurance 30% coinsurance None

If you need mental health,
behavioral health, or
substance abuse services

Outpatient services Benefits paid based on corresponding medical benefits None

Inpatient services Benefits paid based on corresponding medical benefits None

If you are pregnant Office visits No charge 30% coinsurance Cost sharing does not apply to
certain preventive services.
Depending on the type of services,
copay, coinsurance or deductible
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery professional
services

10% coinsurance 30% coinsurance None

Childbirth/delivery facility services 10% coinsurance 30% coinsurance None
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Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you need help recovering or
have other special health
needs

Home health care 10% coinsurance 30% coinsurance (100 visits per benefit period)

Rehabilitation services (Physical
Therapy)

10% coinsurance 30% coinsurance (includes massage therapy rendered
by a licensed massage therapist)

Habilitation services (Occupational
Therapy)

10% coinsurance 30% coinsurance None

Habilitation services (Speech
Therapy)

10% coinsurance 30% coinsurance None

Skilled nursing care 10% coinsurance 30% coinsurance (120 days per benefit period)

Durable medical equipment 10% coinsurance 30% coinsurance None

Hospice services 10% coinsurance 30% coinsurance None

If your child needs dental or
eye care

Children's eye exam No charge 30% coinsurance None

Children's glasses Not Covered Excluded Service

Children's dental check-up Not Covered Excluded Service
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Excluded Services & Other Covered Services:

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

• Bariatric Surgery • Chiropractic Care • Private-Duty Nursing

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture
• Children's dental check-up
• Children's glasses
• Cosmetic Surgery

• Dental Care (Adult)
• Hearing Aids
• Infertility Treatment
• Long-Term Care

• Non-emergency care when traveling outside the U.S.
• Routine Eye Care (Adult)
• Routine Foot Care
• Weight Loss Programs

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends.The contact information for those agencies is: the
Department of Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform and the Department of Health and Human Services, Center
for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or cciio.cms.gov. Other coverage options may be available to you, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit HealthCare.gov or call 800-318-2596.

Your Grievance and Appeals Rights:   There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: the Department of
Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform or your plan at 800-540-2583.

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE,
and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

-------------------------------------To see examples of how this plan might cover costs for sample medical situations, see the next section-----------------------------------
The coverage example numbers assume that the patient does not use an HRA or FSA. If you participate in an HRA or FSA and use it to pay for out-of-pocket expenses, then your
costs may be lower.
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About these Coverage Examples:

Note: These numbers assume the patient does not participate in the plan's wellness program.  If you participate in the plan's wellness program, you may be able to
reduce your costs.  For more information about the wellness program, please contact: 800-540-2583. 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition) 

Mia’s Simple Fracture
(in-network emergency room visit and follow up

care)

n The plan's overall deductible $500 n The plan's overall deductible $500 n The plan's overall deductible $500
n Specialist copay $25 n Specialist copay $25 n Specialist copay $25
n Hospital (facility) coinsurance 10% n Hospital (facility) coinsurance 10% n Hospital (facility) coinsurance 10%
n Other coinsurance 10% n Other coinsurance 10% n Other coinsurance 10%

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

This EXAMPLE event includes services like: 
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $500 Deductibles $0 Deductibles $500
Copayments $0 Copayments $200 Copayments $50

Coinsurance $1,100 Coinsurance $900 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $1,660 The total Joe would pay is $1,120 The total Mia would pay is $750

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Multi-Language Interpreter Services  
& Nondiscrimination Notice
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QUESTIONS ABOUT YOUR BENEFITS OR OTHER INQUIRIES ABOUT YOUR HEALTH INSURANCE 
SHOULD BE DIRECTED TO MEDICAL MUTUAL’S CUSTOMER CARE DEPARTMENT AT 1-800-382-5729.

Nondiscrimination Notice

Medical Mutual of Ohio complies with applicable federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability or sex in its operation of health programs and activities. 
Medical Mutual does not exclude people or treat them differently because of race, color, national origin, age, 
disability or sex in its operation of health programs and activities.

�Q�� Medical Mutual provides free aids and services to people with disabilities to communicate effectively with  
	 us, such as quali�ed sign language interpreters, and written information in other formats (large print, audio,  
	 accessible electronic formats, etc.).

�Q�� Medical Mutual provides free language services to people whose primary language is not English, such as 
	 quali�ed interpreters and information written in other languages.

If you need these services or if you believe Medical Mutual failed to provide these services or discriminated  
in another way on the basis of race, color, national origin, age, disability or sex, with respect to your health  
care bene�ts or services, you can submit a written complaint to the person listed below. Please include 
as much detail as possible in your written complaint to allow us to effectively research and respond.

	 Civil Rights Coordinator  
	 Medical Mutual of Ohio  
	 2060 East Ninth Street 
	 Cleveland, OH 44115-1355 
	 MZ: 01-10-1900

	 Email: 	CivilRightsCoordinator@MedMutual.com

You can also �le a civil rights complaint with the U.S. Department of Health and Human Services, Of�ce for Civil Rights.

�Q�� Electronically through the Of�ce for Civil Rights Complaint Portal available at:  
		  ocrportal.hhs.gov/ocr/portal/lobby.jsf

�Q�� By mail at: 
		  U.S. Department of Health and Human Services 
		  200 Independence Avenue, SW Room 509F 
		  HHH Building 
		  Washington, DC 20201-0004

�Q�� By phone at: 
		  (800) 368-1019 (TDD: (800) 537-7697)

�Q�� Complaint forms are available at: 
	 hhs.gov/ocr/of�ce/�le/index.html

Products marketed by Medical Mutual may be underwritten by one of its subsidiaries, such as Medical Health Insuring 
Corporation of Ohio or Consumers Life Insurance Company.
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North Canton City Council
Personnel and Safety

RESOLUTION 02 - 2021

A resolution approving the collective bargaining agreement between the City of North 
Canton and the Ohio Patrolmen’s Benevolent Association (OPBA) (Patrolmen) as negotiated by 
the Department of Administration, and declaring the same to be an emergency.

WHEREAS, the Department of Administration has completed negotiations with the  Ohio 
Patrolmen’s Benevolent Association (OPBA) (Patrolmen) for a collective bargaining agreement 
to commence at 12:00am on January 1, 2021, and expire at 11:59pm on December 31, 2023, and

WHEREAS, Ohio Revised Code 4117.10(B) requires the approval of City Council for the 
use of funds necessary to implement a collective bargaining agreement and for the approval of any 
other matter which may, by local law, require legislative approval, and

WHEREAS, City Council may either accept or reject the agreement in its entirety, but is 
not empowered to amend or further negotiate the agreement or any provision thereof.

NOW, THEREFORE, BE IT RESOLVED BY THE COUNCIL OF THE CITY OF NORTH 
CANTON, COUNTY OF STARK, AND STATE OF OHIO:

Section 1. That City Council of the City of North Canton does hereby accept and approve the 
collective bargaining agreement between the City of North Canton and the Ohio 
Patrolmen’s Benevolent Association (OPBA) (Patrolmen) as negotiated by the 
Department of Administration and attached hereto as “Exhibit A”.

Section 2. That the Director of Administration has the approval of City Council to expend 
funds as necessary to implement this agreement as previously appropriated by 
Ordinance 66-2020.

Section 3. That if a provision of this resolution is or becomes illegal, invalid, or unenforceable, 
it shall not affect the validity or enforceability of any other provision of this 
resolution.

Section 4. That this resolution is hereby declared to be an emergency measure necessary for 
the preservation of the health, safety, and peace of the City of North Canton; and;
further necessary for the timely implementation of the collective bargaining 
agreement described herein, wherefore, provided it receives the affirmative vote of 
six or more members of Council elected thereto, this resolution shall take effect and 
be in full force upon its adoption by Council, together with the Mayor’s approval.  
Otherwise, it shall take effect and be in force from and after the earliest period 
allowed by law.

Passed in Council this __________ day of ___________________ 2020.

Attest: _______________________________
Benjamin R. Young, Clerk of Council

_____________________ Signed on: _____________________
Stephan B. Wilder, Mayor
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11.03 The following procedures shall apply to the administration of all grievances filed 
under this Article. 
 

a. Except at Step 1, all grievances shall include the name and 
position of the grievant, the identity of the provisions of this Agreement 
involved in the grievance; the time and place where the alleged events or 
conditions giving rise to the grievance took place, the identity of the party 
responsible for causing the said grievance, if known to the grievant, 
and a general statement of the nature of the grievance and the redress 
sought by the grievant. 
 
b. Except at Step 1, all decisions shall be rendered in writing at 
each step of the grievance procedure. Each decision shall be 
transmitted to the grievant and his representative, if any. 
 
c. If a grievance affects a group of employees working in different 
locations with different principals, or associated with an Employer-
wide controversy, it may be submitted at Step 3. 
 
d. The time limits provided herein will be strictly adhered to. Any 
grievance not filed initially or appealed within the specified time limits 
will be deemed waived and void. If the Employer fails to respond to a 
grievance within the specified time limit, the grievance shall automatically 
proceed to the next step. 
 
e. This procedure shall not be used for the purposes of adding to, 
subtracting from, altering in any way, any of the provisions of this 
Agreement. 

 
11.04 All grievances shall be administered in accordance with the following 
steps of the grievance procedure. All grievances may first be handled under 
Step 1 of these procedures. It is permissible to bypass Step 1 of these 
procedures and initiate the grievance process with Step 2. In either case, 
Step 2 must be submitted within the 10 days of the occurrence of the facts 
giving rise to the grievance. 
 

Step 1. An employee who believes he may have a grievance may 
attempt to resolve that alleged grievance by conversing with a 
representative(s) of the Employer and/or its designee that the employee 
feels is responsible for the alleged grievance and/or has the authority to 
resolve the alleged grievance. 
 
Step 2. An employee who believes he may have a grievance shall 
submit in writing his grievance to the Chief of Police within 10 days of 
the occurrence of the facts giving rise to the grievance.  Any decision 
issued by the Chief of Police and/or his designee shall be made in 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 12/01/2020-  11/30/2021
City of North Canton : PPO Plan Coverage for:  Single or Family | Plan Type:  PPO
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105820001

BEN2033816141706-00013

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost
for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 800-540-2583.  For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.  You can view
the Glossary at MedMutual.com/SBC or call 800-540-2583 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible?

$500/single,$1,000/family Network
$500/single,$1,000/family Non-Network

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their
own individual deductible until the total amount of deductible expenses paid by all family members
meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Certain preventive care and all
services with copayments are
covered and paid by the plan before
you meet your deductible.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles
for specific services?

No You don’t have to meet deductibles for specific services.

What is the out-of-pocket limit
for this plan?

$2,000/single,$4,000/family Network
$3,500/single,$7,000/family
Non-Network 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Cost sharing for prescription drugs,
premiums, balance-billed charges and
health care this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you use a
network provider?

Yes, See MedMutual.com/SBC or call
800-540-2583   for a list of participating
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No You can see the specialist you choose without a referral.
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All coinsurance costs shown in this chart are after your  deductible has been met, if a deductible applies. Services with copayments are covered before you meet
your deductible, unless otherwise specified.

Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you visit a health care
provider's office or clinic

Primary care visit to treat an injury or
illness

$25 copay/visit 30% coinsurance None

Specialist visit $25 copay/visit 30% coinsurance None

Preventive care/ screening/
immunization

No charge 30% coinsurance You may have to pay for services
that aren't preventive. Ask your
provider if the services you need are
preventive. Then check what your
plan will pay for.

If you have a test Diagnostic test (x-ray) No charge 30% coinsurance None

Diagnostic test (blood work) No charge 30% coinsurance None

Imaging (CT/PET scans, MRIs) No charge 30% coinsurance None

If you need drugs to treat your
illness or condition

More information about
prescription drug
coverage  is available at
MedMutual.com/SBC

Drug Out of Pocket Limit - Single $4,350 Does Not Apply None

Drug Out of Pocket Limit - Family $8,700 Does Not Apply None

Generic copay - retail Tier 1 20% coinsurance, $10
minimum

Does Not Apply Covers up to a 30-day supply.

Generic copay - home delivery Tier 1 $27 Does Not Apply Covers up to a 90-day supply.

Preferred brand copay - retail Tier 2 30% coinsurance, $20
minimum

Does Not Apply Covers up to a 30-day supply.

Preferred brand copay - home delivery
Tier 2

$48 Does Not Apply Covers up to a 90-day supply.

Non-preferred brand copay - retail Tier
3

50% coinsurance, $45
minimum

Does Not Apply Covers up to a 30-day supply.

Non-preferred brand copay - home
delivery Tier 3

$95 Does Not Apply Covers up to a 90-day supply.

Specialty drugs Applicable drug tier copay
applies

Does Not Apply None
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Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you have outpatient surgery Facility fee (e.g., ambulatory surgery
center)

10% coinsurance 30% coinsurance None

Physician/surgeon fees (Outpatient) $25 copay/visit at
Physician; 10%
coinsurance for all other
places after deductible

30% coinsurance None

If you need immediate medical
attention

Emergency room care 10% coinsurance None

Emergency medical transportation 10% coinsurance None

Urgent care 10% coinsurance 30% coinsurance None

If you have a hospital stay Facility fee (e.g., hospital room) 10% coinsurance 30% coinsurance None

Physician/ surgeon fee (inpatient) 10% coinsurance 30% coinsurance None

If you need mental health,
behavioral health, or
substance abuse services

Outpatient services Benefits paid based on corresponding medical benefits None

Inpatient services Benefits paid based on corresponding medical benefits None

If you are pregnant Office visits No charge 30% coinsurance Cost sharing does not apply to
certain preventive services.
Depending on the type of services,
copay, coinsurance or deductible
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery professional
services

10% coinsurance 30% coinsurance None

Childbirth/delivery facility services 10% coinsurance 30% coinsurance None
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Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you need help recovering or
have other special health
needs

Home health care 10% coinsurance 30% coinsurance (100 visits per benefit period)

Rehabilitation services (Physical
Therapy)

10% coinsurance 30% coinsurance (includes massage therapy rendered
by a licensed massage therapist)

Habilitation services (Occupational
Therapy)

10% coinsurance 30% coinsurance None

Habilitation services (Speech
Therapy)

10% coinsurance 30% coinsurance None

Skilled nursing care 10% coinsurance 30% coinsurance (120 days per benefit period)

Durable medical equipment 10% coinsurance 30% coinsurance None

Hospice services 10% coinsurance 30% coinsurance None

If your child needs dental or
eye care

Children's eye exam No charge 30% coinsurance None

Children's glasses Not Covered Excluded Service

Children's dental check-up Not Covered Excluded Service

71



[ For more information about limitations and exceptions, see the plan or policy document at MedMutual.com/SBC.] Page 5 of 6
105820001

BEN2033816141706-00013

Excluded Services & Other Covered Services:

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

• Bariatric Surgery • Chiropractic Care • Private-Duty Nursing

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture
• Children's dental check-up
• Children's glasses
• Cosmetic Surgery

• Dental Care (Adult)
• Hearing Aids
• Infertility Treatment
• Long-Term Care

• Non-emergency care when traveling outside the U.S.
• Routine Eye Care (Adult)
• Routine Foot Care
• Weight Loss Programs

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends.The contact information for those agencies is: the
Department of Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform and the Department of Health and Human Services, Center
for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or cciio.cms.gov. Other coverage options may be available to you, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit HealthCare.gov or call 800-318-2596.

Your Grievance and Appeals Rights:   There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: the Department of
Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform or your plan at 800-540-2583.

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE,
and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

-------------------------------------To see examples of how this plan might cover costs for sample medical situations, see the next section-----------------------------------
The coverage example numbers assume that the patient does not use an HRA or FSA. If you participate in an HRA or FSA and use it to pay for out-of-pocket expenses, then your
costs may be lower.
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About these Coverage Examples:

Note: These numbers assume the patient does not participate in the plan's wellness program.  If you participate in the plan's wellness program, you may be able to
reduce your costs.  For more information about the wellness program, please contact: 800-540-2583. 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition) 

Mia’s Simple Fracture
(in-network emergency room visit and follow up

care)

n The plan's overall deductible $500 n The plan's overall deductible $500 n The plan's overall deductible $500
n Specialist copay $25 n Specialist copay $25 n Specialist copay $25
n Hospital (facility) coinsurance 10% n Hospital (facility) coinsurance 10% n Hospital (facility) coinsurance 10%
n Other coinsurance 10% n Other coinsurance 10% n Other coinsurance 10%

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

This EXAMPLE event includes services like: 
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $500 Deductibles $0 Deductibles $500
Copayments $0 Copayments $200 Copayments $50

Coinsurance $1,100 Coinsurance $900 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $1,660 The total Joe would pay is $1,120 The total Mia would pay is $750

The plan would be responsible for the other costs of these EXAMPLE covered services.
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QUESTIONS ABOUT YOUR BENEFITS OR OTHER INQUIRIES ABOUT YOUR HEALTH INSURANCE 
SHOULD BE DIRECTED TO MEDICAL MUTUAL’S CUSTOMER CARE DEPARTMENT AT 1-800-382-5729.

Nondiscrimination Notice

Medical Mutual of Ohio complies with applicable federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability or sex in its operation of health programs and activities. 
Medical Mutual does not exclude people or treat them differently because of race, color, national origin, age, 
disability or sex in its operation of health programs and activities.

�Q�� Medical Mutual provides free aids and services to people with disabilities to communicate effectively with  
	 us, such as quali�ed sign language interpreters, and written information in other formats (large print, audio,  
	 accessible electronic formats, etc.).

�Q�� Medical Mutual provides free language services to people whose primary language is not English, such as 
	 quali�ed interpreters and information written in other languages.

If you need these services or if you believe Medical Mutual failed to provide these services or discriminated  
in another way on the basis of race, color, national origin, age, disability or sex, with respect to your health  
care bene�ts or services, you can submit a written complaint to the person listed below. Please include 
as much detail as possible in your written complaint to allow us to effectively research and respond.

	 Civil Rights Coordinator  
	 Medical Mutual of Ohio  
	 2060 East Ninth Street 
	 Cleveland, OH 44115-1355 
	 MZ: 01-10-1900

	 Email: 	CivilRightsCoordinator@MedMutual.com

You can also �le a civil rights complaint with the U.S. Department of Health and Human Services, Of�ce for Civil Rights.

�Q�� Electronically through the Of�ce for Civil Rights Complaint Portal available at:  
		  ocrportal.hhs.gov/ocr/portal/lobby.jsf

�Q�� By mail at: 
		  U.S. Department of Health and Human Services 
		  200 Independence Avenue, SW Room 509F 
		  HHH Building 
		  Washington, DC 20201-0004

�Q�� By phone at: 
		  (800) 368-1019 (TDD: (800) 537-7697)

�Q�� Complaint forms are available at: 
	 hhs.gov/ocr/of�ce/�le/index.html

Products marketed by Medical Mutual may be underwritten by one of its subsidiaries, such as Medical Health Insuring 
Corporation of Ohio or Consumers Life Insurance Company.
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North Canton City Council
Personnel and Safety

RESOLUTION 03 - 2021

A resolution approving the collective bargaining agreement between the City of North 
Canton and the Ohio Patrolmen’s Benevolent Association (OPBA) (Full-Time Dispatchers and 
Lead Dispatcher) as negotiated by the Department of Administration, and declaring the same to be 
an emergency.

WHEREAS, the Department of Administration has completed negotiations with the  Ohio 
Patrolmen’s Benevolent Association (OPBA) (Full-Time Dispatcher and Lead Dispatcher) for a 
collective bargaining agreement to commence at 12:00 am January 1, 2021, and expire at 11:59pm
on December 31, 2023, and

WHEREAS, Ohio Revised Code 4117.10(B) requires the approval of City Council for the 
use of funds necessary to implement a collective bargaining agreement and for the approval of any 
other matter which may, by local law, require legislative approval, and

WHEREAS, City Council may either accept or reject the agreement in its entirety, but is 
not empowered to amend or further negotiate the agreement or any provision thereof.

NOW, THEREFORE, BE IT RESOLVED BY THE COUNCIL OF THE CITY OF NORTH 
CANTON, COUNTY OF STARK, AND STATE OF OHIO:

Section 1. That City Council of the City of North Canton does hereby accept and approve the 
collective bargaining agreement between the City of North Canton and the Ohio 
Patrolmen’s Benevolent Association (OPBA) (Full-Time Dispatcher and Lead 
Dispatcher) as negotiated by the Department of Administration and attached hereto 
as “Exhibit A”.

Section 2. That the Director of Administration has the approval of City Council to expend 
funds as necessary to implement this agreement as previously appropriated by 
Ordinance 66-2020.

Section 3. That if a provision of this resolution is or becomes illegal, invalid, or unenforceable, 
it shall not affect the validity or enforceability of any other provision of this 
resolution.

Section 4. That this resolution is hereby declared to be an emergency measure necessary for 
the preservation of the health, safety, and peace of the City of North Canton; and;
further necessary for the timely implementation of the collective bargaining 
agreement described herein, wherefore, provided it receives the affirmative vote of 
six or more members of Council elected thereto, this resolution shall take effect and 
be in full force upon its adoption by Council, together with the Mayor’s approval.  
Otherwise, it shall take effect and be in force from and after the earliest period 
allowed by law.

Passed in Council this __________ day of ___________________ 2020.

Attest: _______________________________
Benjamin R. Young, Clerk of Council

_____________________ Signed on: _____________________
Stephan B. Wilder, Mayor
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OPBA (Full-time Dispatchers/Lead Dispatcher) 
City of North Canton, Ohio 
Collective Bargaining Agreement 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost
for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 800-540-2583.  For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.  You can view
the Glossary at MedMutual.com/SBC or call 800-540-2583 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible?

$500/single,$1,000/family Network
$500/single,$1,000/family Non-Network

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their
own individual deductible until the total amount of deductible expenses paid by all family members
meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Certain preventive care and all
services with copayments are
covered and paid by the plan before
you meet your deductible.

This plan covers some items and services even if you haven’t yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles
for specific services?

No You don’t have to meet deductibles for specific services.

What is the out-of-pocket limit
for this plan?

$2,000/single,$4,000/family Network
$3,500/single,$7,000/family
Non-Network 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Cost sharing for prescription drugs,
premiums, balance-billed charges and
health care this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you use a
network provider?

Yes, See MedMutual.com/SBC or call
800-540-2583   for a list of participating
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No You can see the specialist you choose without a referral.
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All coinsurance costs shown in this chart are after your  deductible has been met, if a deductible applies. Services with copayments are covered before you meet
your deductible, unless otherwise specified.

Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you visit a health care
provider's office or clinic

Primary care visit to treat an injury or
illness

$25 copay/visit 30% coinsurance None

Specialist visit $25 copay/visit 30% coinsurance None

Preventive care/ screening/
immunization

No charge 30% coinsurance You may have to pay for services
that aren't preventive. Ask your
provider if the services you need are
preventive. Then check what your
plan will pay for.

If you have a test Diagnostic test (x-ray) No charge 30% coinsurance None

Diagnostic test (blood work) No charge 30% coinsurance None

Imaging (CT/PET scans, MRIs) No charge 30% coinsurance None

If you need drugs to treat your
illness or condition

More information about
prescription drug
coverage  is available at
MedMutual.com/SBC

Drug Out of Pocket Limit - Single $4,350 Does Not Apply None

Drug Out of Pocket Limit - Family $8,700 Does Not Apply None

Generic copay - retail Tier 1 20% coinsurance, $10
minimum

Does Not Apply Covers up to a 30-day supply.

Generic copay - home delivery Tier 1 $27 Does Not Apply Covers up to a 90-day supply.

Preferred brand copay - retail Tier 2 30% coinsurance, $20
minimum

Does Not Apply Covers up to a 30-day supply.

Preferred brand copay - home delivery
Tier 2

$48 Does Not Apply Covers up to a 90-day supply.

Non-preferred brand copay - retail Tier
3

50% coinsurance, $45
minimum

Does Not Apply Covers up to a 30-day supply.

Non-preferred brand copay - home
delivery Tier 3

$95 Does Not Apply Covers up to a 90-day supply.

Specialty drugs Applicable drug tier copay
applies

Does Not Apply None
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Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you have outpatient surgery Facility fee (e.g., ambulatory surgery
center)

10% coinsurance 30% coinsurance None

Physician/surgeon fees (Outpatient) $25 copay/visit at
Physician; 10%
coinsurance for all other
places after deductible

30% coinsurance None

If you need immediate medical
attention

Emergency room care 10% coinsurance None

Emergency medical transportation 10% coinsurance None

Urgent care 10% coinsurance 30% coinsurance None

If you have a hospital stay Facility fee (e.g., hospital room) 10% coinsurance 30% coinsurance None

Physician/ surgeon fee (inpatient) 10% coinsurance 30% coinsurance None

If you need mental health,
behavioral health, or
substance abuse services

Outpatient services Benefits paid based on corresponding medical benefits None

Inpatient services Benefits paid based on corresponding medical benefits None

If you are pregnant Office visits No charge 30% coinsurance Cost sharing does not apply to
certain preventive services.
Depending on the type of services,
copay, coinsurance or deductible
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery professional
services

10% coinsurance 30% coinsurance None

Childbirth/delivery facility services 10% coinsurance 30% coinsurance None
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Common Medical Event Services You May Need What You Will Pay Limitations, Exceptions, & Other
Important Information

Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

If you need help recovering or
have other special health
needs

Home health care 10% coinsurance 30% coinsurance (100 visits per benefit period)

Rehabilitation services (Physical
Therapy)

10% coinsurance 30% coinsurance (includes massage therapy rendered
by a licensed massage therapist)

Habilitation services (Occupational
Therapy)

10% coinsurance 30% coinsurance None

Habilitation services (Speech
Therapy)

10% coinsurance 30% coinsurance None

Skilled nursing care 10% coinsurance 30% coinsurance (120 days per benefit period)

Durable medical equipment 10% coinsurance 30% coinsurance None

Hospice services 10% coinsurance 30% coinsurance None

If your child needs dental or
eye care

Children's eye exam No charge 30% coinsurance None

Children's glasses Not Covered Excluded Service

Children's dental check-up Not Covered Excluded Service

107



[ For more information about limitations and exceptions, see the plan or policy document at MedMutual.com/SBC.] Page 5 of 6
105820001

BEN2033816141706-00013

Excluded Services & Other Covered Services:

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

• Bariatric Surgery • Chiropractic Care • Private-Duty Nursing

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture
• Children's dental check-up
• Children's glasses
• Cosmetic Surgery

• Dental Care (Adult)
• Hearing Aids
• Infertility Treatment
• Long-Term Care

• Non-emergency care when traveling outside the U.S.
• Routine Eye Care (Adult)
• Routine Foot Care
• Weight Loss Programs

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends.The contact information for those agencies is: the
Department of Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform and the Department of Health and Human Services, Center
for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or cciio.cms.gov. Other coverage options may be available to you, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit HealthCare.gov or call 800-318-2596.

Your Grievance and Appeals Rights:   There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: the Department of
Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform or your plan at 800-540-2583.

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE,
and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

-------------------------------------To see examples of how this plan might cover costs for sample medical situations, see the next section-----------------------------------
The coverage example numbers assume that the patient does not use an HRA or FSA. If you participate in an HRA or FSA and use it to pay for out-of-pocket expenses, then your
costs may be lower.
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About these Coverage Examples:

Note: These numbers assume the patient does not participate in the plan's wellness program.  If you participate in the plan's wellness program, you may be able to
reduce your costs.  For more information about the wellness program, please contact: 800-540-2583. 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition) 

Mia’s Simple Fracture
(in-network emergency room visit and follow up

care)

n The plan's overall deductible $500 n The plan's overall deductible $500 n The plan's overall deductible $500
n Specialist copay $25 n Specialist copay $25 n Specialist copay $25
n Hospital (facility) coinsurance 10% n Hospital (facility) coinsurance 10% n Hospital (facility) coinsurance 10%
n Other coinsurance 10% n Other coinsurance 10% n Other coinsurance 10%

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia) 

This EXAMPLE event includes services like: 
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs 
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like: 
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $500 Deductibles $0 Deductibles $500
Copayments $0 Copayments $200 Copayments $50

Coinsurance $1,100 Coinsurance $900 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $1,660 The total Joe would pay is $1,120 The total Mia would pay is $750

The plan would be responsible for the other costs of these EXAMPLE covered services.
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DATE: January 7, 2021

SUBMITTED BY: Benjamin Young,Council's Office

ITEM TYPE: Ordinance

AGENDA SECTION: New Business

SUBJECT: Ordinance No. 01-2021, 1st Reading, Personnel and Safety
Committee
An ordinance to amend Chapter 137, Department of Police, of the
Codified Ordinances of the City of North Canton, specifically
Section 137.04 Personnel to change the position titles for dispatch
personnel to reflect recent changes in position titles, and declaring the
same to be an emergency.

DESCRIPTION: This ordinance is companion legislation to the Dispatch CBA which
would amend Chapter 137 to reflect the new position title and pay
scale negotiated in 2021 through 2023 CBA.
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North Canton City Council
Personnel and Safety

ORDINANCE 01 - 2021

An ordinance to amend Chapter 137, Department of Police, of the Codified Ordinances of
the City of North Canton, specifically Section 137.04 Personnel to change the position titles for
dispatch personnel to reflect recent changes in position titles, and declaring the same to be an 
emergency.

WHEREAS, the City of North Canton Police department has maximum personnel limits 
set by City Ordinances, and

WHEREAS, the collective bargaining agreement negotiated by the Department of 
Administration with dispatch personnel commencing at 12:00 am on January 1, 2021 and ending 
at 11:59pm on December 31, 2023, proposes a new position and compensation scale that differs 
from the personnel limitations established by City Ordinance for the Department, and

WHEREAS, the City wishes to approve the collective bargaining agreement as negotiated 
and make the necessary changes to the appropriate City ordinance to reflect and properly 
implement the agreement as negotiated.

NOW, THEREFORE, BE IT ORDAINED BY THE COUNCIL OF THE CITY OF NORTH 
CANTON, COUNTY OF STARK, AND STATE OF OHIO:

Section 1. That Chapter 137, Department of Police, of the Codified Ordinances of the City of 
North Canton, specifically Section 137.04, Personnel, be, and is hereby, amended 
to read as follows:

SECTION 137.01 PERSONNEL

(a) Authorized Manpower. That the total number of persons to be employed by the 
Police Department and the classifications set forth herein shall not exceed the following number 
of persons in each classification, unless additional budgeted positions receive funding from outside 
sources by written agreement:

(1) Police Chief 1
(2) Police Lieutenant 1
(3) Police Sergeant 5
(4) Police Patrolman 18
(5) Police Patrolman, Special Unlimited
(6) Lead Dispatcher 1
(7) Full-Time Dispatcher 7
(8) Part-time Dispatcher Unlimited
(9) Administrative Assistant 1

(10) School Patrol 12

Section 2. That the Clerk of Council and Mayor of the City of North Canton be, and are 
hereby, authorized to make such amendments as may be needed to the codified 
ordinances of the City of North Canton to accurately reflect this ordinance upon 
approval of such amended pages by a voice vote of Council.

Section 3. That if a provision of this ordinance is or becomes illegal, invalid, or unenforceable, 
it shall not affect the validity or enforceability of any other provision of this 
ordinance.

Section 4. That this ordinance is hereby declared to be an emergency measure necessary for 
the preservation of the health, safety, and peace of the City of North Canton; and;
further necessary to ensure the timely implementation of the above changes in 
conjunction with the effective date of the Collective Bargaining Agreement with 
Dispatch personnel for 2021 through 2023, wherefore, provided it receives the 
affirmative vote of six or more members of Council elected thereto, this ordinance 
shall take effect and be in full force upon its adoption by Council, together with the 
Mayor’s approval.  Otherwise, it shall take effect and be in force from and after the 
earliest period allowed by law.
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Ordinance No. 01 - 2021
2 | Page

Passed in Council this __________ day of ___________________ 2020.

Attest: _______________________________
Benjamin R. Young, Clerk of Council

_____________________ Signed on: _____________________
Stephan B. Wilder, Mayor
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